MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

I!eglairﬂi?_: Dmﬂ!:t No, -:\.-.,‘.‘._.‘.5.';3_1_8_Frimlrv Reg:strnrion District No, .10_03____Rogmrar‘s No. _13.&1!___
kIhEH l'l:.D 1 a IViIE)

1. PLACE OF DEATH
s. COUNTY

-63-0C9151

.STATE FILE NUMBER

DO NOT WRITE

ON THIS STUB AMENDED

“If inetitotions Residence before
admission)

2. USUAL RESIDENCE (Whaere deceased lived.
Vv§ 300 a. STATE Missouﬂcoum

-Rev..4/59

s

~ b.. C(l)l-;!'(lf outside ‘corporate limity, give TOWNSHIP only)
town St ,.Louls

Length of stay in:1b

i -days

TDWN

e ClTY . -

St Louls

A aant o e oewen et ee bnside Limts e o3

YT No O

¢, FULL NAME OF {If NOT in hospitel, give location)

Inside Limits

d. STREET

{I¥ cutside, giva location}

Reside on Farm

TE AMENDED

ADDRESS

2629 So. Tth St.
4. DATE Month Day

OF
eam Pebruary 6,
7. Married [1  Never Married [0 |8. DATE OF BIRTH | 9- AGE [last birthday} | !F UNDER 1| YEAR

Widowed i Divorced 1] - 3/27/81"_ 78 Months | Days

10b. KIND  OF BUSINESS OR INDUSIRY| 11. BIRTHPLACE (City and state or country) | 12, CIiTIZEN OF WHAT COUNTRY

Hager-Hinge St.Louls, Missourti T.S.A,

13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

unknown Danlel N1l1

6. SOCIAL SECURITY NO. |17. INFORMANT Address
- -

Mrs, Iydis Intfeld-
i Y =
\M—Lcwg& Ot Ez_,.,«( -

IMMEDIATE CAUSE (a)
DUE TO (b) ‘V\%’? #w .’-‘Q -
) . < - (’C ’ . -;"-" I )
BUE 10 (@ W Kﬁg—ﬂ-&& Ceotn | /‘ri&
PART 111, If deceasad was fdfmale wes

OTHER, SIGNIFICANT CONDINONS CONTRIBUTING TO DEATH bu? not related to the terminal

disaase condition given in PART |

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

HOSP| Ol
_InstmoN Tuytheran Hospital

3. NAME OF DECEASED
{Typa ot print)

Yes X No] Yes O No (X

22

First

Minnle

6. COLOR OR RACE

Female White
10a. USUAL OCCUPATION (Give kind of work dono
during most of working life, aven if rellrod)

Matron
13a. FATHER'S NME

John Reifschneider
15, WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unknown) | {If yes, give war or dates of servi

Middle Last

N1ll

Year

1963
IF UNDER 24 HR
Hours Min,

alewl|w
by

L

5. SEX

tn

o
&S

w |~
N

|

West Ave,

INTERVAL BETWEEN
ONSET AND DEATH

|

-
(=

DOCUMENT

which pave rise o
above cause (a),
stating the under-
lying cavse  laat,

PART Il

_] -
L L
t

Contii!ions, i any, l

there & pregnancy in last 90 days.
I O Yes ] Ne l 0 Unknown
njury in PART | or PART ! of item 18.)

;-

19. WAS AUTOPSY [ 20s. ACCIDENT  SUICIDE  HOMICIDE:
o g o-

R
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am. e
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i WHILE AT WORK []
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- D -
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20e. PLACE OF INJURY (e.g., in of sbout hnm.: COUNTY

tarm, factory,’ straet, office bidg., etc.)

3e[»7/$7
@ Ay

{Degree ‘or title)

'Wm

23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY

Feb.F.1‘6 St,Paul's Church ard |(St. Louts Countw

ADDRESS 25, DATE RECD. BY LOCAL REG. |26. REGI AR'S Sl ATUR

. Gravois Ave FEB 7 1963 . o 4

it
™\ mED

707, CITY, TOWN, OR LOCATION —

P | PR A
3- '(’ -‘3 .nd last-saw :f,:‘ alive on, 2-1(1"/( "J
‘m on the date nnred nbove. and to the best of my knowledge, !rom {e fauses stated,
22¢. DATE SIGNED

. "

State)

Missouri

A

22h, ADDRESS

re3 @

23d. LOCATION

SHOULD READ

USE BLACK INK
. OR .
TYPEWRITER RIBBON

wn, of county)

B ngmgvm (EMA Trlyclm'
<)

Remova.?fc

%24, FUNERAL DIRECTOR

WACKER-HELDERLE- 363l

BY AFFIDAVIT OF . 7

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is'recordé& on the reverse side of this certificate was embatmed by me,

Student Embalmer No.

or by

working under my personal supervision.

Student

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leure to comply

with the above consfitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
"1 this hody is not emba!med ‘fact should be so’ stated above. .

o L3




